As the aging population grows rapidly, the number of patients with geriatric fractures increases on an even higher rate. Adults over 85 years old have an approximately ten times higher risk to sustain a hip fracture than those aged 65-70 years [1] . The cause for most of these "fragility fractures" is a simple fall, a calamity to which older people are predisposed by cardiovascular disease, neurological disorders, frailty, polypharmacy, and many other geriatric syndromes. Hip fracture is a typical low trauma fracture, occurring mostly in people with osteoporosis. It can be considered as a prototypical geriatric illness and it is a potentially devastating condition. The imminent treatment of proximal femoral fracture consists of major orthopedic surgery in most cases. In spite of the very effective and worldwide wellestablished surgical procedures (total or partial hip arthroplasty, osteosynthesis), hip fracture frequently leads to pain, immobilization, and a plethora of complications like thromboembolism, infection, gastrointestinal bleeding, delirium, and functional loss. Due to these circumstances, the treatment course after hip fracture is frequently prolonged, the recovery is uncertain and the outcome often leads to functional decline, institutionalization, and death. Therefore, extensive support including many disciplines is required. Comprehensive peri-and postoperative care is very important in this context, but understanding geriatric principles is also a conditio sine qua non for all who look after patients with hip fractures.
The outcome for older patients with hip fractures is poor. Approximately 25 % of older patients who sustain hip fractures die within 1 year and about 13 % die within 6 months after the trauma [2] . Also the recovery rate among those who survived for 6 months is poor: only 50 % recover their ability to perform activities of daily living (ADLs) as prior to the fracture [3] . After a proximal femoral fracture, older patients are five times more likely to be institutionalized than age-matched controls without trauma [4] .
It should always be kept in mind that the primary objective of hip fracture surgery is to return patients to the level of functioning prior to the trauma. Therefore it is important, particularly for patients with life-limiting diseases (bedridden patients, advanced dementia), that the goals of care are determined as soon as possible. The surgical risk should always be considered in the light of the patient needs and a discussion whether nonoperative management may be more appropriate is frequently necessary. On the other hand, a surgical delay of more than 2 days from the time of admission doubles the risk of 1-year mortality; the delay is mostly a consequence of the comorbid conditions [5] .
Preoperative care includes pain control, correcting medical abnormalities, and considering timing and type of surgical procedure as well as anesthetic techniques.
Perioperatively, a mainstay of treatment is medical thromboprophylaxis, chemoprophylaxis with antibiotics, delirium prevention, stress bleeding prophylaxis, the correction of major clinical abnormalities, and pain control. The best way to incorporate these multidisciplinary care elements, which can significantly decrease complications during hospital stay, is to involve a geriatrician or an internist [6] , as shown in an exemplary orthogeriatric comanagement model like the Tyrolean geriatric fracture center [7] . Early mobilization (if possible starting on 1 3
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As the patient with hip fracture passes through many institutions (acute trauma surgery, remob/acute geriatrics, rehabilitation, home) a lot of important information can get lost at these vulnerable points on the way to recovery. Particularly secondary prevention of subsequent fractures is often overlooked because it is not a part of the acute care management in most countries. If osteoporosis has not previously been diagnosed, vitamin D and calcium supplementation should be started immediately after surgery [9] and a specific medical treatment for osteoporosis (e.g., with bisphosphonates) should be initiated within 90 days after surgery [10] . To improve recovery and to maximize restitution, rehabilitation exercises in institutions, at home or in groups should be initiated. Physicians should be able to anticipate problems that arise during the recovery process. Rehabilitation strategies must be tailored to patient needs and overall goals should be determined by a team of dedicated professionals to optimize outcomes.
In this special issue of WMW, the most important topics concerning hip fracture and its complications are presented by the working group on orthogeriatrics of the Austrian Society on Geriatrics and Gerontology. The articles are the results of thorough data collecting, frequent discussions, and several adjustment meetings of the team, composed of dedicated geriatricians who work as trauma surgeons, internists, anesthesists, and nurses. This multidisciplinary approach is of special importance, because our common objective is to improve outcomes and to maximize recovery in this rapidly growing population of high-risk geriatric patients.
